anterior fascia, which leads to excision of the suprapubic fat pad. Using this same exposure, the IPP is placed via an infrapubic approach following our standard protocol for prosthetic insertion. The wound is reapproximated and two drains are placed, one subcutaneous in the area of the fat pad excision and the other in the scrotum around the pump.
INTRODUCTION AND OBJECTIVES: Zinner syndrome is a rare condition which include unilateral renal agenesis, ipsilateral seminal vesicle cyst and ejaculatory duct obstruction. It is generally diagnosed during the third or the fourth decade of life. While some patients may remain asymptomatic and are discovered incidentally, others present with symptoms related to seminal vesicle cysts or ejaculatory duct obstruction. Invasive treatment should be restricted to symptomatic cases. We present a case of fertility recovery after surgical treatment.
METHODS: A 20-year-old man presented with azoospermia and perineal discomfort. An abdominal ultrasound documented a left kidney agenesis and a MRI confirmed the presence of left seminal vesicle cyst. The patient qualified for laparoscopic removal of the left seminal vesicle cyst because of persistent pain.
RESULTS: The procedure lasted 145 minutes, with no intra operative complications. The estimated blood loss was 40 mL. The patient was discharged from the hospital on the third postoperative day. Histopathologic examination confirmed the dysgenetic nature of the left seminal vesicle. At the 6-months follow-up the patient was asymptomatic. At the sperm analysis we found a fertility recovery with 1.8 millions sperms with 88% motility.
CONCLUSIONS: Zinner syndrome is uncommon and should be treated only in symptomatic cases. This case suggest that surgical treatment could have a role in fertility recovery, probably due to a contralateral compression of seminal ducts. Our experience confirm that laparoscopic approach is a valid, non-traumatic, safe removal technique. Johan Mattelaer*, Kortrijk, Belgium INTRODUCTION AND OBJECTIVES: After the second World war Europe was totally devised by the "iron curtain". Eastern and Western Europe had no longer contacts and specialists in urology could no longer assist medical congresses at the other side of the curtain. Collaboration between East and West was completely impossible.
Source of Funding: None

History of Urology: History Forum
METHODS: Nevertheless, around 1970, some individual professors in urology were allowed to cross the curtain and the idea of an European Association of Urology was in the air. At the meeting of the Association Française d'Urologie in 1972, in Paris, the European Society of Urology was founded as a very private and closed society with a selection of only 150 European urologists from Eastern and Western Europe.
RESULTS: After a second preliminary meeting in Z€ urich and at the SIU congress in Amsterdam in 1973 the name was changed in European association of Urology and the 19 founding Fathers decided to hold the 1st congress in 1974 in Pavia (Italy). Prof. Ravasini was the first chairman and the congress was planned every 2 years. Since 1975 the official Journal of the EAU was "European Urology" and Claude Schulman was editor till 2005. In 1990, Frans Debruyne, chairman of the 9th EAU Congress in Amsterdam, decided that the congress should be open for all European urologists. This congress was a milestone in the history of the EAU and was attended by 1500 participants.Since 1998 the congress was organised every year and the number of participants grew constantly with a peak of 13489 attendants in Milan (Italy) in 2008. The EAU is now organised in 15 scientific sections and the office moved from Nijmegen to Arnhem in 1999. Since 2004 there is an intensive collaboration between the EAU and the EBU (European Board of Urology) and both have their headquarters in Arnhem. The EAU has a scientific and educational role, the EBU has a regulatory role.
CONCLUSIONS: What was only a dream and at that time perhaps an illusion to found an European group of a small selected group of urologists in 1970, developed into a big and powerful European association of Urology, open for all urologists all over the world. (1670) showed that unilateral nephrectomy has no impact on the survival of animals. Borelli (1680) presented a revolutionary theory of the kidney acting as a sieve producing a filtrate of blood. However, initial physiology progress in the 18th century was weakened by two main sources of medical science, which opposed experimental studies: Morbid anatomy and Naturphilosophie. Morbid anatomy explained the disease based on clinico-anatomical observation . Naturphilosophie , a major philosophical doctrine in science, proclaimed the laws of nature form the lecturing desk . In the 19th century, function slowly became a measuring unit of physiological studies. Comhaire (1803) observed no urine production after bilateral nephrectomy. Coindet (1820)demonstrated no urine production after bilateral ligation of renal vessels. However, the first true experimental study of kidney function became possible by the progress in chemistry and young Geneva scientists: physician J.L. Prevost and pharmacist's apprentice J.B. Dumas.
Source of Funding: none
METHODS: Review of original papers 1670-1825. RESULTS: In 1820, the nature of urea, first marker of the kidney function, was fiercely debated: does it circulates in the blood or produced by the kidney? Prevost and Dumas decided to 00 put an end to the vagueness of accepted ideas and replace it by positive facts 00 . They chose the old model of bilateral nephrectomy but, instead of relying entirely on anatomical and autopsy findings, reinforced it by new quantitative measurement of urea in blood and urine. The experiments took place in a fortification of the Geneva guards between 2-3 AM, since vivisection was prohibited in the city. Initially the researchers confirmed e1060
THE JOURNAL OF UROLOGY â Vol. 197, No. 4S, Supplement, Monday, May 15, 2017 that urea crystals from the blood and urine of the animals were the same . The urea was lower in the blood of control group but doubled in binephrectomised animals. It was concluded that 00 the kidney is only an eliminating surface, it does not produce urea 00 . The study , presented before the Geneva Society of Physics and Natural History on 11/15/ 1821, 00 puts an end to all alternative theories 00 . CONCLUSIONS: Prevost and Dumas pioneered quantitative experimental renal physiology at a time of triumphant anatomo-clinic and philosophical approach to medical science. Their rigorous landmark study , mostly forgotten, became a model of the future coordinated physiological research using innovative new methods of chemical control. Eventually, serum BUN/Cr became the main clinical test of kidney function. But the foundation for experimental renal physiology was set 196 years ago.
Source of Funding: None
FRI-03 KIDNEY OR CONSPIRACY? WAS RENAL FAILURE THE CAUSE OF MOZART'S DEATH? A BRIEF REVIEW OF THE COMPOSER'S KNOWN ILLNESSES AND THEORIES SURROUNDING HIS DEATH.
Margaret Lyttle*, Liverpool, United Kingdom
INTRODUCTION AND OBJECTIVES: Wolfgang Amadeus
Mozart (1756 to 1791) was a child prodigy and prodigious composer whose works remain popular today. His premature death at the age of 35 provoked many theories which are still debated. I aim to outline the theories surrounding Mozart 0 s early death.
METHODS: Literature review RESULTS: Mozart had bouts of ill health starting in childhood and recurring throughout his life. This is unsurprising as at the time childhood mortality was high (only Mozart and his sister survived to adulthood of 7 siblings). Mozart 0 s recorded medical complaints include scarlet fever and an ulcerous molar (age 7). This complaint became chronic and troubled Mozart throughout his life. Aged 9 he almost died of abdominal typhus and aged 10 he contracted smallpox. He also suffered from articular rheumatism. In his early teens he suffered frostbite on both hands and his face. In 1784 the first of several attacks of renal colic was recorded. In the later years of his life he complained of severe headaches, nosebleeds, difficulty in concentrating and depression. Mozart became unwell in Prague on the 6th September 1791. His heath further declined on the 20th November with symptoms of pain and swelling in his limbs, headache, pyrexia and later vomiting and diarrhoea. The edema worsened and Mozart became bedridden and increasingly agitated. Delirium then coma followed before Mozart died on December 5th 1791. His death certificate records the cause of death as 00 severe miliary fever 00 . A week after his death a newspaper published claims that he had been poisoned. Since then at least 118 causes of death have been suggested including rheumatic fever, streptococcal infection, vasculitis causing renal failure, acute glomerulonephritis, trichinosis, thyrotoxic crisis, influenza , infection following a bloodletting procedure, syphilis and mercury poisoning (either an accidental side effect of treatment for syphilis or murder). Various murder and conspiracy theories have been suggested. The accused include the royal band master Antonio Salieri, Mozart 0 s physician and friend Gottfried van Swieten or even Mozart 0 s Freemason lodge. There is, however, no historical evidence to support these claims.
CONCLUSIONS: Mozart 0 s grave has been lost so it seems unlikely that we will ever have a definitive answer to the mystery of his death. The most probable theory seems to be an acute exacerbation of chronic kidney disease causing uraemia, likely secondary to febrile illness. (Figure 1 ). During her early career, she published three papers and a textbook on the pathologies of infection and nutritional deficiency, in addition to urogenital disease. With her considerable body of experience, Dr. Wason moved to St. Luke 0 s Hospital (SLH) in Massachusetts in 1925 where she served as laboratory director. Dr. Winternitz described Dr. Wason as a 00 splendid pathologist, a good bacteriologist, [with] considerable experience in clinical pathology, surgical pathology and chemical [l]ab analyses 00 in letters to SLH. She stayed at SLH through 1943. Figure 1 : Dr. Wason with colleagues at YUSM in 1924.
Source of Funding: None
CONCLUSIONS: During an era in which female physicians were few and far between, Dr. Wason distinguished herself as an academic Pathologist. Her relationship with the field of Urology, along with that Heller and Beeler, is of historical significance.
